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Background: Poverty has been linked with poor 
health outcomes in world health reports and cited by 
many scholars and leading health economists and 
public health specialist as a cause for poor health 
seeking behaviours especially for the rural poor 
Poverty and ill-health are so closely intertwined that 
it is possible to use the words interchangeably, and 
still mean the same thing. Poverty has been defined 
as “a state of relative equilibrium of body form and 
function which results from its successful dynamic 
adjustments to forces tending to disturb it. It is not a 
passive interplay between body and forces 
impinging upon it but an active response of body 
13.
forces working towards readjustment”  Poverty on 
the other hand has been defined as a “lack of access 
to income, employment, and normal internal 
entitlements for the citizens to such things as freely 
determined consumption of goods and services, 
9.
shelter and other basic needs of life”
The poverty and ill-health situation has grown 
grimmer for Africa and some Asian countries. The 
last decade has seen an emergence of new and a 
resurgence of old infections with a virulence and 
velocity hard to compare. East Asia and Sub-
Saharan Africa have been at the receiving end of 
most the consequences of poverty and the ill health 
that result exacerbated by the HIV and AIDS 
pandemic. 
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It has been suggested that attacking poverty is the 
answer to better health.  Many agree with this notion 
of improving health. The million dollar question has 
however remained how to proceed with the war 
against poverty. Experts and scholars have done 
commendable work studying, defining and 
designing solutions for poverty. That much has been 
achieved in these lines, again there is no denying. 
Success in reducing poverty has however remained 
elusive, especially in sub-Saharan Africa. World 
Health Organisation (WHO) in  its World Health 
Report for 2005,  admits failure in improvement of 
most health indicators in sub-Saharan Africa and 
more so for Zambia.
Methods: The participatory action research (PAR) 
was conducted in Chikoti village in Luwingu area 
among 212 households, Kungu village in Kasama 
with 236 households, Mpepo village in Mpika with 
220 households and Ilondola village with 360 
households. The study investigated the relationship 
between poverty and ill-health and how the rural 
poor respond to this discourse.
Results: The communities demonstrated a clear 
understanding of their own environment and were 
able to define factors which make them vulnerable 
to poverty and inversely to poor health. The study 
communities were able to distinctly define their own 
poverty levels and identify the categories of 
community members into the poverty status that is: 
managing poor, moderately poor and the extremely 
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poor according to their local conditions and in their 
own local language.
Conclusion: It is clear from the study findings that 
the rural communities do perceive poverty to affect 
all of the community members equally regardless of 
age or education levels. The study participants also 
demonstrated that they understood the vulnerability 
of women and children to poverty and its effects. It 
was also observed that poverty stricken 
communities often give preference to food than 
health, introducing ill-health due to negligence.
INTRODUCTION
Poverty has been linked with poor health outcomes 
1,2,3
in world health reports   and cited by many 
scholars and leading health economists  and public 
health specialist   as a cause for poor health seeking 
10,11,12
behaviours especially for the rural poor . 
Poverty and ill-health are so closely intertwined that 
it is possible to use the words interchangeably, and 
still mean the same thing. The situation has grown 
grimmer for Africa and some Asian countries. The 
last decade has seen an emergence of new and a 
resurgence of old infections with a virulence and 
velocity hard to compare. East Asia and Sub-
Saharan Africa have been at the receiving end of 
most the consequences of poverty and the ill health 
that result exacerbated by the HIV and AIDS 
pandemic. 
It has been suggested that attacking poverty is the 
1, 2, 6, 10, and 11
answer to better health . Many agree with 
this notion of improving health. The million dollar 
question has however remained how to proceed with 
the war against poverty. Experts and scholars have 
done commendable work studying, defining and 
designing solutions for poverty. That much has been 
achieved in these lines, again there is no denying. 
Success in reducing poverty has however remained 
elusive, especially in sub-Saharan Africa. World 
Health Organisation (WHO) in its World Health 
18,19Report for 2005,  admits failure in improvement of 
most health indicators in sub-Saharan Africa and 
more so for Zambia. It is important to note that it has 
been over 10 years down the line since The World 
Bank declared they would invest in health to make 
1
services work for the poor . It is highly likely that the 
cause of this  un-necessary failure is as a result of 
poverty reduction solutions being worked out and 
solutions synthesised by a groups of elite experts in 
lands of plenty and corridors of power, (both locally 
and internationally)  where poverty is a subject to be 
learnt, probably never to be experienced. Hungry 
mouths and empty bellies are often seen among 
people who are affected by poverty. These prefer to 
look for subsistence for their hunger rather than 
health which is at a long distance, time consuming 
and unsatisfactory.
METHODOLOGY
This was a cohort study involving participants in the 
selected localities over a period of three years. The 
intervention was communally managed income 
generating projects funded by Community Response 
to AIDS (CRAIDS), Programme against 
Malnutrition (PAM) and the farmer input support 
programme supported by government through the 
department of  community development.  
Participatory Action Research (PAR) was the main 
research tool as the aim was to translate the already 
existing tactile knowledge among the community 
members into quantifiable, observable and 
measurable out puts which could be used to improve 
on the day today livelihood activities within the 
research areas and beyond. 
SAMPLE SIZE
Using the Pocock formula, the sample size for the 
study was determined to be 332 households. 
Adjusting for 90% response rate then, n=370. This 
meant recruiting an average of 93 households from 
each of the 4 research site.  At the start of the study a 
total of 384 household were recruited, 14 households 
more than the calculated target sample. This was to 
provide for dropouts given the long period over 
which the study was to be undertaken.
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These were four (4) large villages in four (4) 
districts of Northern Zambia. These sites were 
purposefully but carefully chosen because they 
were receiving financial support, material or 
technical support in running income generating 
activities. All the sites were off the tarmac and had 
similar general social economic dispositions. 
Participatory Action Research (Par) Process
Phase 1. Initial Exploration Work
Literature review was conducted in the study 
districts. District documents such as district 
investment plans, district health information 
reports, poverty reduction strategy papers and 
district situation analysis were reviewed. Baseline 
data collection on local indicators on poverty such 
as number of meals per day, type of fuel used for 
cooking, type and size of housing, valued household 
assets, affordability of post basic education and 
other social services such as clean water and health 
service. Baseline data on local health indicators 
such as common illness, nutrition, water & 
sanitation, vulnerable groups and social behaviour 
was reviewed from the local health facilities and the 
district health offices to get an idea of the common 
ailments in the study areas.
PHASE 2.  Discovery Process
The researcher and community agreed on the study 
goals and expected outcomes to ensure that there 
was no undue over expectations from the 
community. Definitions and perceptions of poverty, 
ill-health and wellness as working definition were 
also agreed upon at this point. The local teachers and 
retired civil servants helped in the translation of the 
local language (Bemba) definitions into English to 
ensure that the meaning of words and phrases 
retained the original meaning or were as close as 
possible.
PHASE 3. Prototyping
This was the active phase that involved identification 
of study communities that were already involved in 
income generating activities (IGAs) and various 
health promotion activities. The study was 
conducted in Kungu village of Misamfu area of  
Kasama and Mpepo Village in Mpika. Both locations 
were involved in IGAs  implemented  by  
Community Response to AIDS (CRAIDS) project. 
In Chinsali the illondola area was funded by 
Programme Against Malnutrition (PAM) which falls 
under the ministry of community development 
(MCD). In Luwingu the Chikoti community had 
agricultural related IGAs funded by KARA 
Counseling. Income generating initiatives and 
related training was offered to the participating 
households except for the Luwingu community.
Ethical clearance was obtained from the Bio-
Medical Ethics Committee of the University of 
Zambia in Lusaka.
STUDY RESULTS
C H A R A C T E R I S AT I O N  O F  S T U D Y  
PARTICIPANTS
Table 1: Household head by type
The majority of the study households were women 
headed if we sum the married, widowed and girls 188 
(49%) representing nearly half of all the study 
households. The study also had some chronically ill 
household heads about 46 (12%). The table also 
Household head  N  %  
 Male  95  24.7  
Female  121  31.5  
Widower  30  7.8  
Widow  52  13.5  
Boy Child  25  6.5  
Girl Child  15  3.9  
Chronically Ill  46  12.0  
Total  384  100.0  
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demonstrates that the study had very few child 
headed households.  40 (10.4%) households were 
headed by minors below the age of 17.  This sums up 
a combined total of 274 households which are prone 
to poverty and ill-health, due to minority, gender 
imbalance and poor economic opportunities.
Table 2:  Household heads by age
The study had a relatively small child headed  
households at 48 (12.5%)  while the majority of the 
rest of the households were headed by adults ranging 
from 18 years to over 55 (87.5%). Majority of the 
adult participants were over 45 years at 129 (48.8%). 
This demonstrates that the older people in the rural 
areas are more likely to be poor and vulnerable to 
poverty and ill health.  It is fascinating to note that 
the younger generation ranging from 25-45 are not 
the majority heads of the households. Had they been 
there, the economic situation would have been far 
better than what was observed. Therefore it is very 
evident that the young people are indulging in ill-
planned unproductive activities failing to contribute 
to economic activities but falling prey to ill-health.
Table 3:  Household head by education level
Majority of the study household heads had little or no 
education at all 264 (68.7%) while 104 (27.1%) had 
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Education  n %  
No Education  111  28.9  
Primary  153  39.8  
Secondary  104  27.1  
Tertiary  16  4.2  
Total  384  100.0  
reached secondary school and only 16(4.2%) had 
reached tertiary education level. Most of the 
developing countries and the financial institutes 
have concluded that poor education is poor 
economy.
Definitions of Poverty as Perceived by the Local 
Study Communities.
During phase one of PAR, the study communities 
defined the factors or indictors of poverty in the 
three categories of extreme poverty, moderately 
poor and the managing poor as shown in table 1-3. 
The study communities defined the factors in a local 
language (Bemba) which was then translated into 
English with the help of the local resource persons 
such as teachers and agriculture extension officers.
Table 4: Characteristics of the Extreme poor
It was clear that the local communities had their own 
terms and conditions that they used to define 
extreme poverty in their local language and local 
perceptions as shown in table 1. The common 
characteristic of this group was that they had nothing 
of their own and their survival depended on the good 
will of other community members.
Table 5: Characteristics of the Moderately Poor
English  Bemba  
Extreme poor                                       Abapine nkonko  
o
 
No source of food of their own.
 o
 
No house of their own
 o
 
No field of their own
 o
 



























English  Bemba  
Moderately poor  Aba pina panono  
o
 
Eat once per -day
 o
 
Have a small house( 1- 2 rooms)
 o
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It was also clear that the local communities had their 
own terms and conditions that they used to define 
the moderately poverty in their local language and 
local perceptions as shown in table 2. The common 
feature of this group was that they had little or 
nothing of the means of livelihood and could only 
manage to survive. To a large extent this group also 
depended greatly on help from government social 
safety nets, friends, relatives, children or well 
wishers. Communities depending on local 
languages, failing to understand the national 
“lingua-franker” which happens to be English, are 
often found to be poor, poverty stricken and prone to 
poor health.
Table 6:  Characteristics of the Managing Poor
It was also clear that the local communities had 
terms and conditions that they use to define the 
managing poor described in table 3 above. The 
common factor in this group was that they had some 
kind of means of unsustainable means of 
production. The redeeming factor for this group was 
that they needed to have children who were 
educated or working in “town” as this was the 
source of their continued supplements of food, 
money, fertilizer, clothes and other household utility 
goods such as bicycles and furniture.
Perceptions of vulnerability to poverty by study 
households 
The household heads were asked to assess their own 
households using the parameters of poverty agreed 
by the community. The tables below show the 
results of the study participant's perceptions at the 
end of the start of the study.






Have one large meal per day
 o
 
Have a reasonable field
 o
 
Can afford some fertiliser
 o
 











o Have a reasonable house
o Have working children
o
 



















Table 7:  Self Assessment of poverty levels by household 
heads
X² =12.88    p=0.230
The study results demonstrated that there was no 
significant relationship between poverty and age 
range (p=0.230).  All household in the study 
assessed themselves in the various poverty 
categories without any age advantage at all
Table 8:  Household head self assessed poverty levels
X² =5.08    p=0.533
The study results found that there was no significant 
relationship in the study household heads 
perceptions of their poverty levels especially for 
those with little or no education (p=0.533).
Table 9: Household head self assessed poverty levels
X² =48.54    p<0.001
The study results demonstrated a very strong 
relationship between poverty levels and the type of 
household head. Overall nearly half (56.8%) of the 
female headed households were perceived to be 
moderately poor to extremely poor.
Age  Self Assessed Poverty Levels  




























































































46 - 55 27 15.4 24 20.3 15 16.5 66 17.2





























































Tertiary 5 2.9 5 4.2 6 6.6 16 4.2








     
Poor Total













































































Girl Child 7 4.0 7 5.9 1 1.1 15 3.9
Chronically Ill 37 21.1 6 5.1 3 3.3 46 12.0
Total 175 100.0 118 100.0 91 100.0 384 100.0
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DICUSSIONS OF FINDINGS
It is clear from the study findings that the rural 
communities do perceive poverty to affect all of the 
community members equally regardless of age or 
education levels. This is more so if the factors of 
productions such as finances, farm implements and 
inputs, road infrastructure and markets are under-
developed and difficult to access where they exist. 
The communities also demonstrated a clear 
understanding of their own environment and were 
able to define factors that make them vulnerable to 
poverty and inversely to poor health. The study 
participants also demonstrated that they understood 
the vulnerability of women and children to poverty 
and its effects. 
The findings in this study have helped to clarify the 
poverty and ill-health environment in which the rural 
poor operate. This environment can be demonstrated 
in a diagrammatic expression of a triad as shown 
below. The basis for people's response to poverty and 
ill-health starts with the cultural and traditional 
beliefs, fears and aspirations. The negative or 
positive response to poverty and ill-health was to a 
large extent dependant on the enabling or un-
enabling environment created by the government's 
policies and programmes aimed at reducing rural 
poverty and enhancing health seeking behaviours. 
The government's policies and programmes are also 
dependant on the scientific and conventional 
evidence on which basis government draws policies 
and programmes that respond to the evidence. In the 
event that the evidence upon which the planning is 
based is squid, it is most likely that the policies and 
programmes have little or no chance of success. 
This is usually the case with establishing compelling 
evidence around culture, traditions and beliefs as 
these are not scientifically easy to demonstrate or 
prove (ref). It is often however forgotten that it is the 
culture and traditions that determine the bulk of 
people's way of life. What is found around them 
determines what they eat, how they socialise, what 
they fear and how they protect themselves from the 
negative effects of the environment and what they 
use as remedy to ill-health. It is also their culture and 
traditions that will determine what they believe in, 
what they will learn and use and how they react to 
new knowledge and information. Their fears and 
aspirations will also determine how they cope with 
negatives shocks of the environment such as adverse 
weather, new diseases and new living conditions 
especially those brought about by technological 
advancements.
It is therefore important that these aspects of 
people's way of life are well considered by the 
learned technocrats in charge of developing policies 
and programmes for poverty reduction and 
promotion of good health on behalf of the rural poor. 
In most cases this is not the case as the peoples 
cultural and traditional environment does not form 
part of the conventional evidence gathering 
processes on which planning, implementation and 
monitoring of such policies and programmes are 
36, 37, and 38
based . 
The people's perceptions, cultural values, beliefs, 
fears and aspirations for poverty reduction and good 
health are usually ignored by the learned know it all 
technocrats during the planning, implementation 
and evaluation processes of such programmes. The 
people are usually discounted as ignorant, illiterate 
and not capable of comprehending the complex 
methodologies involved in most scientific models 
for measuring poverty and designing health 
17, 18, 19,20,23,24. 
programmes 
The diagrammatic figure below helps to 
demonstrate the triad of poverty and ill-health 
environment in which the rural poor struggle to 
survive.
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Figure1: Diagrammatic demonstration of the 
environment of poverty and ill-health for the rural poor.
Government policies and programmes aimed at 
poverty reduction and health improvement are 
usually an adaptation of blue prints from multilateral 
and influential international organizations who 
finance and monitor progress using their home 
grown monitoring and evaluation tools which have 
little or no contextual reference to the views and 
17,18,19,26,27,46perceptions of the rural poor .  
The scientific and conventionally known and 
acceptable ways of measuring and dealing with 
poverty are complex and usually difficult varying far 
16,17,18,19and wide . This is further worsened by the fact 
that these complex methodologies used in 
measuring and understanding poverty can only be 
understood and practiced by specially trained 
technocrats such as economists.  Learned scholars 
such as social-economists have usually agreed that 
there is no standard ways of measuring poverty 
conventionally as economies and the factors of 
production and the weight of currencies differ from 
23, 24,29,30,31
regions to region and country to country .  
Ironically, technocrats both local and international 
have however continued trying to define poverty 
and design solutions without the participation of the 
locals who own and understand their local 
determinants of poverty and ill-health.  These 
socially and economically excluded rural poor 
people demonstrated through the results of this 
study that they can be a source of essential missing 
jig-saw-puzzle of defining determinants and 
designing solutions to poverty and ill-health. In this 
Scientific and 
conventionally accepted 
ways of measuring and 
dealing with poverty
Poverty reduction policies 
and programmes
Poor people’s perceptions, 
cultural values, beliefs, fears 
and aspirations
 




particular study in Northern Zambia, the rural poor 
communities demonstrated their capacity to 
measure local poverty and ill-health while 
categorising the affected households according to 
their local conditions, cultural and traditional way of 
life. Going by the evidence gathered in this study it is 
therefore prudent to relay more on the people's 
perceptions as these would reflect the true value of 
what people perceive to be a problem and when the 
perceived problem is resolved, they will evidently 
be relieved. More often than not government's 
efforts at poverty reduction and health promotion are 
not appreciated by the rural poor people because of 
the lack of consultations and consensus with the 
recipient communities or simply because the new 
developments do not answer to the people's needs, 
fears and aspirations in relation to their cultural and 
traditional way of life.
CONCLUSION AND RECOMMENDATIONS
It is clearly evident from the findings of the study 
(table 8) that most of them were dependant on local 
languages would deprive them of the vital 
understanding of the government programmes 
against poverty and poor health. Majority of the 
households are women (188, chronically ill 46, and 
child-headed households 40) are major contributors 
to poverty and poor health which is a vicious circle. 
The government policies and programmes do not 
appear to have had any effect on these people since 
independence. 
It is therefore recommended that government 
policies and programmes be community oriented 
based on community participation and their decision 
making. When communities are decision makers 
they begin to understand the value of ownership and 
possession. Lastly but not the least, the household 
surveys have clearly demonstrated that majority of 
the heads of the households did not come from the 
age group between 25 to 40 years of age. These are 
the younger generations who can lend a strong hand 
to improve the economy, industry and political will. 
Unfortunately, they are prone, to irresponsible and 
unprotected life styles more which subjects them to 
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ill-health, disease and absenteeism. There is an 
urgent need for the policy makers to protect this age 
group by giving them opportunities such as good 
education, protected and progressive life styles. This 
will result in bridging the gap between the rural and 
urban communities and inversely impacting 
positively on the current rural urban migration 
tendencies.
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